We welcome letters to the Editor concerning articles which have recently been published. Such letters will be subject to the usual stages of selection and editing; where appropriate the authors of the original article will be offered the opportunity to reply.
Letters should normally be under 300 words in length, double-spaced throughout, signed by all authors and fully referenced. The edited version will be returned for approval before publication.
Extracorporeal shock-wave therapy for tendonitis of the rotator cuff
Sir, I read with interest the article in the May 2002 issue by Speed et al 1 entitled 'Extracorporeal shock-wave therapy (ESWT) for tendonitis of the rotator cuff'.
I agree with others 2,3 that double-blind randomised controlled trials are needed for better understanding of the true therapeutic value of ESWT in specific musculoskeletal conditions. To reach this goal, however, specific conditions must be well defined by strict admission and exclusion criteria.
With regard to non-calcific tendonitis of the rotator cuff, the clinical signs and symptoms are so close to those of partial-thickness tears of the cuff that a clinical differential diagnosis between the two can be difficult and misleading. Cases of tear of the rotator cuff may have been misdiagnosed as tendonitis and admitted to the study. Moreover, the mean age of the admitted patients (over 50 years) is more in favour of tears than tendonitis. 4 Tears may be differentiated from tendonitis by sonography or MRI, but these were not used in this study.
In a trial designed to study the supposed therapeutic effect of ESWT on tendonitis, the results require a very different interpretation if some cases studied are not due to tendonitis but to tears.
In the search for appropriate indications for ESWT, accurate definition of the specific pathological conditions is desirable. A possible overlap of the two conditions of tendonitis and tears of the rotator cuff is not acceptable. 
Author's reply:
Sir, We thank Dr Astore for his comments relating to the diagnosis of tendinopathies of the rotator cuff. As we have stated, the inclusion criteria for our study were based upon clinical findings and in particular the absence of weakness suggestive of a considerable tear of the cuff. We agree that the differentiation between tendinosis and partial-and full-thickness tears is unclear, and that imaging provides a sensitive approach to discriminating between these complaints. We emphasise that the natural history and optimal management of all conditions are still not clear. We agree that the imaging of subjects in randomised, controlled trials of treatment strategies in tendinopathy of the rotator cuff may provide predictors of outcome to treatment.
C. A. SPEED University of Cambridge Cambridge, UK.
Arthroplasty of the hip -leg length is not important
Sir, I read with interest the article in the April 2002 issue by White and Dougall 1 entitled 'Arthroplasty of the hip -leg length is not important' and would welcome comments on two points. First, the reader is not told whether the patients who had limblength discrepancy determined by orthoroentgenography actually noticed any inequality of leg length. In their series Edeen, Sharkey and Alexander 2 reported that more than 50% of patients who noticed leg-length discrepancies were disturbed by their inequality.
Secondly, there is no mention of any fixed abduction or adduction deformities of the hip which may have been present before the arthroplasty and the outcome of any limb-length discrepancy on any fixed deformities. Shortening of the leg, either because of flexion deformity of the ipsilateral knee or shortening of the ipsilateral tibia or femur, are also not considered in the analysis. 
Authors' reply:
Sir, We thank Mr Sharma for his interest in our paper. Our method of radiographic measurement of hip lengthening did not include assessment of the limb length. We did not look at flexion deformity in the opposite knee or shortening of the ipsilateral tibia or femur either clinically or radiographically. A hip replacement can only alter limb length at the hip, and while we agree that pre-existent deformities affect the results of arthroplasty, we wished to isolate the specific effects of hip lengthening in this study.
We did not specifically inform patients if they had had lengthening, since in so doing, a bias would be imported to the study. We did independently look at psychological function as part of the SF36 analysis and hip pain as a part of the Harris hip score and satisfaction with surgery. In our patients who had not been informed of limb lengthening, no relationship was found between these factors and lengthening. We would perhaps infer from our findings and from those of the study of Edeen et al 1 that the awareness of a limb-length inequality may result in patient disturbance rather than the variance in length itself.
Like all patients with arthritis of the hip many of our patients had adduction and fixed flexion deformities. These were measured and recorded by a research physiotherapist both before and after operation. We have not specifically looked at the effect of lengthening on these deformities as yet, since we felt that this additional information might detract from the main thesis of our paper. 
The role of angiography in the management of haemorrhage from major fractures of the pelvis
Sir, We read with interest the article by Cook et al 1 in the March 2002 issue entitled 'The role of angiography in the management of haemorrhage from major fractures of the pelvis'. They obviously have extensive experience in the management of fractures of the pelvic ring. There seems no doubt that angiography and embolisation have an important role to play in a certain subset of these fractures. The algorithm described in Figure 3 seems at odds with their discussion of the results. For patients with an increased pelvic volume, the discussion states that application of an external fixator should be the first procedure after fluid resuscitation. This is in accordance with ATLS protocols, which state that control of haemorrhage follows the resolution of airway and breathing problems. 2 However, their algorithm suggests that diagnostic peritoneal lavage (DPL)/ultrasound (USS) should precede control of haemorrhage. Moreover, in their algorithm, the result of DPL/USS does not influence the next step, which is the application of a pelvic external fixator. Diagnostic investigations, such as DPL/USS, should be considered after control of haemorrhage as part of the secondary survey. We suggest that it would be more appropriate for their algorithm to read as follows. In hypotensive patients with an increased pelvic volume an external fixator should be applied. Following that, DPL/USS can be used to determine the need for laparotomy, a positive result being an indication for laparotomy. If DPL/USS is negative, angiography or CT may be performed. 
Author's reply:
Sir, We thank Messrs Moran and Samarji for their comments. The algorithm in our article was not intended to be a comprehensive guide to the management of the hypotensive patient with multiple trauma. The main aim was to suggest an appropriate sequence of investigation leading to a logical decision to perform angiography in a selected group of patients. In particular, the algorithm was not intended to imply that no fluid resuscitation would be given before a diagnostic peritoneal lavage or an abdominal ultrasound. The aim of diagnostic peritoneal lavage or abdominal ultrasound is to assist in the decision regarding laparotomy, not the application of an external fixator. In most institutions an external fixator is usually applied in the setting of an operating theatre, whereas diagnostic peritoneal lavage or an abdominal ultrasound can be carried out when the patient presents to the emergency department during the initial assessment and resuscitation. It seems preferable to the authors to do this, and therefore a decision regarding the need for a laparotomy is made at an early stage before the patient is taken to the operating theatre. We trust these comments clarify the basis of the algorithm. The gentamicin content of CMW cements has been formulated to provide efficacious amounts of gentamicin close to the joint replacement with release characteristics over time to provide optimal prophylaxis against infection. It would have been interesting if the relative rates of infection between the cements with and without gentamicin had been compared in the article. Perhaps this could be addressed in a subsequent follow-up study.
There are some interesting findings concerning the performance of different cements on the outcome of cemented total hip replacements in Norway. While the analyses used included adjustments for potentially important variables, such as the age and gender of the patient and the operative approach, no account was taken of the surgeons' personal cementing technique and cementmixing systems. The importance of the cementing technique has been reported in a number of publications including that of the Swedish Hip Register 2 in which the application of modern cementing techniques was shown to be associated with improved survivorship. Espehaug et al 1 have stated that so-called modern techniques of cementing were commonly used during the period of review. A fundamental aspect of modern cementing techniques concerns the introduction of cement with an appropriately high viscosity. It is of interest that the authors classified Simplex as a high-viscosity bone cement whereas CMW3 was a low-viscosity cement. In fact, when measured on an equivalent time basis, Simplex increases in viscosity at a similar rate to that of CMW3, a rate slower than for Palacos and CMW1 cements. This observation may therefore call into question whether the cementing techniques used for the different types of cement were indeed 'equivalent' and 'modern' as stated by the authors. If this was the case and modern cementing techniques had not been uniformly adopted, the observations on the performance of individual cements contained in the paper would require significant modification. 
